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Abstract
Posttraumatic stress disorder (PTSD) remains largely untreated among adults with severe mental
illnesses (SMI). The treatment of psychotic symptoms usually takes precedence in the care of adults
with SMI. Such oversight is problematic in that PTSD in SMI populations is common (19-43%),
contributes a significant illness burden, and hinders mental health care. Yet, few public-sector mental
health agencies routinely provide specialized services for PTSD. The purpose of the paper is to
describe strategies and efforts to disseminate trauma-focused empirically-based practices (EBPs) in
a public-sector mental health system. Identified challenges include limited resources and
commitment; knowledge deficits, attitudes, and biases; and limited practice accountability at
provider, facility, and system levels. Proposed strategies for overcoming these challenges are: set
clear goals; nurture broad-based organizational commitment and key stakeholder involvement;
implement specialty training efforts to provide information and change attitudes; provide on-going
supervision; conduct fidelity monitoring; and ensure accountability to the extent possible.
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Despite increased recognition of the prevalence of posttraumatic stress disorder (PTSD) in the
general population, trauma and PTSD have remained largely unattended to among adults with
severe mental illnesses (SMI) treated in public-sector mental health clinics. The treatment of
psychotic symptoms such as hallucinations, delusions, and bizarre behaviors has usually taken
precedence in the care of individuals with SMI. There is good cause to believe that such
oversight is problematic. Trauma exposure in general is associated with greater illness burden
and higher health care use, and PTSD specifically is associated with some of the highest rates
of healthcare use and costs (Greenberg et al., 1999; Hidalgo & Davidson, 2000; Kessler,
2000). Leaving trauma-related symptoms unaddressed in the severely mentally ill almost
certainly exacerbates patients’ illness severity and hinders their care (Cusack, Frueh, & Brady,
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2004; Hamner, Frueh, Ulmer, & Arana, 1999; Mueser, Rosenberg, Goodman, & Trumbetta,
2002; Mueser, Salyers et al., 2004; Resnick, Bond, & Mueser, 2003; Rosenberg, Lu, Mueser,
Jankowski, & Cournos, 2007). The implications are even more significant when one considers
that both trauma and PTSD occur at higher rates among the severely mentally ill than in the
general population. Estimates range between 51% and 98% for a single trauma exposure and
between 19% and 43% for current PTSD (Cusack et al., 2004; Cusack et al., 2006; Goodman,
Rosenberg, Mueser, & Drake, 1997; Goodman et al., 2001; Mueser et al., 1998; Mueser et al.,
2001). Yet, few public-sector mental health agencies routinely provide adequate specialized
services, either assessment or treatment, for adults with comorbid PTSD (Amaya-Jackson et
al., 1999; Frueh et al., 2001; Hanson, Hesselbrock, Tworkowski, & Swan, 2002; Rosenberg et
al., 2001). Thus, the purpose of this paper is to describe strategies and efforts to disseminate
empirically-based practices (EBPs) relevant to PTSD in a state-funded mental health system,
including challenges encountered and proposed strategies for overcoming these challenges.
Barriers to integration of evidence-based practices in public-sector practice
settings
To date, there is little evidence to suggest that EBPs are being effectively implemented in
public-sector practice settings, or that EBPs are being implemented in a way that will support
wider dissemination efforts (Drake et al., 2001; Mueser, Torrey, Lynde, Singer, & Drake,
2003; Shumway & Sentell, 2004). The broader literature on effective dissemination practices
emphasizes the need to provide clinicians the training, tools, and ongoing supervision to deliver
empirically validated treatments (Corrigan, Steiner, McCracken, Blaser, & Barr, 2001; Torrey
et al., 2001). Although necessary, however, these strategies are recognized as insufficient to
overcome clinical and administrative barriers to the implementation and maintenance of EBPs
in public-sector settings. These barriers generally include a lack of motivation and resistance
to change by providers, lack of skills and inadequate training among providers, limited
resources and incentives for providers, deficient incentives for providers and administrators,
cost concerns regarding implementation and maintenance, lack of ongoing quality assurance
or fidelity monitoring, limited involvement and commitment from key stakeholders, diffuse
leadership, and insufficient accountability at multiple organizational levels (Addis & Waltz,
2002; Corrigan et al., 2001; Corrigan, McCracken, & Blaser, 2003; Drake, et al., 2001; Ganju,
2003; Mueser et al., 2003; Schoenwald & Henggeler, 2003; Schoenwald & Hoagwood,
2001; Torrey et al., 2001).
Of particular relevance are issues related to provider beliefs about EBPs. Clinicians have
concerns regarding the effectiveness of EBPs, including a possible compromised therapeutic
relationship when using treatment manuals, individual patient needs not being met, treatment
credibility, contraindication in the most typical patients (e.g., those with comorbid conditions),
and the belief that service innovations may reflect the interests and needs of administrators
rather than patients (Addis, 2002; Barlow, Levitt, & Bufka, 1999; Hoagwood, Burns, Kiser,
Ringeisen, & Schoenwald, 2001). Additionally, even with positive attitudes toward EBPs,
logistical challenges to adopting them have been proffered, such as difficulty in learning them,
lack of infrastructure to provide clinicians with ongoing supervision and feedback (i.e.,
maintain fidelity of implementation), and lack of a researcher-clinician partnership (Corrigan
et al., 2001; Schoenwald et al., 2003; Sullivan et al., 2005; Torrey et al., 2001). In fact, a survey
of practicing psychologists demonstrates that fewer than half have a clear idea of treatment
manuals, most mistakenly believing that they are cookbook approaches imposed by insurers
(Addis & Krasnow, 2000).
These concerns remain and are amplified in the arena of PTSD treatment. In a recent study
designed to evaluate attitudes towards and use of EBPs among mental health professionals
specializing in trauma, an internet survey was completed by 461 professionals recruited via
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the International Society for Traumatic Stress Studies membership rolls (Gray, Elhai, &
Schmidt, 2007). Although a minority of participants held negative views of EBPs, the
overwhelming majority of respondents were supportive of the EBP movement. However,
favorable EBP attitudes were not strongly related to reported clinical behaviors. Even
respondents using unsupported treatments reported positive opinions about EBPs, suggesting
that practitioners may hold widely varying evidentiary standards. Furthermore, among non-
trauma specialists there are attitudes and beliefs that actually prevent clinicians from attending
to trauma exposure or PTSD symptoms among adults with SMI (Frueh, Cusack, Grubaugh,
Sauvageot, & Wells, 2006).
An additional barrier to implementing EBPs for PTSD in public-sector clinics is that the
empirical literature base remains undeveloped with regard to PTSD and comorbid conditions
such as schizophrenia and bipolar disorder. Thus, while EBPs designed specifically for this
population have yet to be established and accepted, it is time for public-sector systems to begin
change efforts so as to better align clinical services with the available empirical data on trauma
exposure and PTSD in general and, more specifically, among adults with SMI.
A state-wide effort to improve mental health services for adult trauma
survivors with SMI
In 1999 the South Carolina Department of Mental Health (SCDMH) initiated an effort to
improve services across the state for mental health patients who are trauma survivors (Cusack
et al., 2007; Frueh et al., 2001). This effort grew out of the voices of dissatisfied mental health
patients and the observations of others that appropriate services were not routinely available.
Needs assessments revealed that clinicians employed within the state-funded system had very
little training to provide trauma-related assessment or treatment (Frueh et al., 2001).
Furthermore, very few of the facilities around the state routinely used any trauma-specific
assessment procedures (and virtually none used validated instruments), or provided empirically
supported specialty treatments for PTSD (Frueh et al. 2002). The state’s efforts to change this
situation led to the development of a task force that included a broad range of key stakeholders
(e.g., patients and their advocates, community mental health center directors, social workers,
psychiatrists, psychologists, nurses, lawyers, administrators) and an annual budget that
supported a full-time trauma initiative director (KJC). Special attention was paid to the well-
documented challenges of disseminating new information and effecting practice change in
healthcare settings (Greco & Eisenberg, 1993; Lomas, 1991). The task force emphasized the
need to integrate existing EBPs and thus encouraged a true collaboration between public
(SCDMH) and academic (Medical University of South Carolina) systems, and the need to take
a “bottom up” approach, starting with a small number of volunteer community mental health
centers (Cusack et al., 2007; Sullivan et al., 2005). Two core areas of practice were targeted:
clinical assessment and diagnosis of PTSD in new patients, and the treatment of PTSD.
Assessment of trauma history and PTSD
Data show that trauma exposure and PTSD are inadequately assessed in public-sector mental
health clinics (e.g., Cusack et al., 2004; Cusack et al., 2006; Frueh et al., 2002; Hanson, et al.,
2002; Mueser et al., 1998). For example, in a multi-site study, it was found that while 98% of
community mental health center patients with SMI had a history of trauma exposure and 42%
met criteria for PTSD, a review of standard clinical records indicated that only 2% of the sample
carried a diagnosis of PTSD (Mueser et al., 1998). Thus, PTSD is likely to be a target of
intervention in only a fraction of those who could benefit from PTSD-related treatment. This
lack of attention to assessment of trauma and PTSD is especially unfortunate because there are
reliable and valid instruments for evaluating these domains in adults with SMI (Goodman et
al., 1999; Grubaugh, Elhai, Cusack, Wells, & Frueh, 2007; Mueser et al., 2001) and simple
Christopher Frueh et al. Page 3













routine screening procedures implemented at the facility or system level can greatly enhance
PTSD recognition rates (Cusack et al., 2004).
Cognitive-behavioral treatment of PTSD
Unfortunately there is widespread belief that treating PTSD among adults with SMI is risky,
unlikely to be efficacious, or both. This gap in services seems particularly unnecessary in that
there are a number of well established treatments for PTSD (Foa, 2006). And while it is true
that, historically, traditional treatment outcome studies of psychotherapies for PTSD have
specifically excluded most patients with SMI, cognitive-behavioral therapy is the treatment of
choice for PTSD in the general population (Ballenger et al., 2000; Foa, 2006; Foa et al.,
1999), clinicians at community clinics can be taught to effectively use cognitive-behavioral
therapy for adults with PTSD (Foa et al., 2005), there is evidence of the efficacy of cognitive-
behavioral therapy in general for patients with SMI (Barrowclough et al., 2006; Gaudiano,
2005; Turkington, Dudley, Warman, & Beck, 2004; Turkington, Kingdom, & Weiden,
2006), cognitive-behavioral models for treating PTSD in SMI populations do exist now (Frueh
et al., 2004; Mueser, Rosenberg, Jankowski, Hamblen, & Descamps, 2004; Rosenberg et al.,
2001), and some of these models have preliminary empirical data to support both their safety
and their efficacy (Frueh et al., 2008; Mueser et al., 2007; Rosenberg, Mueser, Jankowski,
Salyers, & Acker, 2004). Despite the available evidence, there has been little use of exposure
therapy or other cognitive-behavioral interventions to treat PTSD by front-line clinicians in
“real world” practice settings (Cook, Schnurr, & Foa, 2004; Frueh et al., 2006). This problem
is even greater among practice settings that provide services to SMI populations, and there is
widespread belief among public-sector clinicians that cognitive-behavioral interventions may
not be appropriate or feasible for people with SMI, which serves as an additional barrier to the
provision of PTSD care.
Challenges to implementing EBPs for PTSD in public-sector practice settings
In the course of our efforts in South Carolina, we encountered a number of challenges to
implementing EBPs for the assessment and treatment of PTSD in public-sector practice
settings. Identified challenges included limited resources and commitment; knowledge deficits,
biases, and attitudes; and limited practice accountability at provider, facility, and system levels.
1. Limited resources and commitment
Many factors conspire to limit the ability of public-sector mental health systems to provide
adequate treatment to patients with SMI, regardless of comorbidity status. First, financial and
personnel resources are usually quite limited, often resulting in too few clinicians, high staff
turnover, and high patient rolls. Often there simply is not time for training and thoughtful
program development (Corrigan et al., 2001). Second, the nature of the clinical population
served has, by definition, a high mental illness burden. This includes a long list of attendant
difficulties such as daily role functioning impairment, poverty, unemployment, substance
abuse, and medical comorbidity. In combination, these factors limit the extent of services that
agencies are able to provide, limit resources for training and education, and complicate clinical
decision making and priority setting.
2. Knowledge deficits, biases, and attitudes of mental health staff
Front-line clinicians, as well as supervisors and administrators, staffing public-sector mental
health facilities tend to have more training and experience in the core disorders of SMI (e.g.,
schizophrenia, bipolar disorder, substance abuse, major depression), and significantly less
emphasis is placed on trauma and PTSD. Data from one system-wide survey (n = 245)
conducted in 2000 showed that only 30% of providers had more than 6 hours of training on
trauma/PTSD to date in their careers, 49% of those staffing a public-sector mental health
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agency estimated the proportion of their clients with trauma-related difficulties at less than
20%, and that greater levels of training in trauma/PTSD were associated with perceiving more
trauma-related difficulties among patients with SMI (Frueh et al., 2001). Clinicians routinely
report that they do not have the necessary skills and experience to address trauma-related
difficulties or PTSD symptoms in their patients (Frueh et al., 2006). Clinicians also evidence
a preference for medication management (as opposed to psychotherapy) for symptoms of SMI,
and tend to use “trumping” rules which typically render diagnoses after schizophrenia or
bipolar disorder meaningless (Cusack et al., 2007). Clinicians worry that patients with SMI
might not have the cognitive abilities necessary for cognitive-behavioral therapy (Frueh et al.,
2006). Related to this is the common, more general belief that cognitive-behavioral therapy or
other EBPs, constructed by investigators removed from “real world” realities, are simply not
relevant or valid in public-sector practice settings (Addis, 2002; Addis & Krasnow, 2000;
Barlow, Levitt, & Bufka, 1999).
Another challenge stemming from knowledge deficits is the common observation (Cusack et
al., 2007) and empirical finding (Frueh et al., 2006) that trauma carries a mystique which leaves
front-line clinicians fearful of addressing it and worried that they have little ability to help
patients with PTSD symptoms once they are acknowledged. Many clinicians also worry that
merely asking a person with SMI questions about any potential trauma exposure may run the
risk of upsetting the patient to the point of severe symptom exacerbation or complete
“decompensation.” Such attitudes and beliefs ensure that trauma and PTSD are virtually
ignored in public-sector clinics.
3. Limited practice accountability at provider, facility, and system levels
Unfortunately, practice accountability is lacking in virtually all large mental health systems,
at all levels. Performance standards usually focus on counting the number of patients treated
(e.g., “billable hours”), general procedure categories administered, and medical record keeping
tasks. More enlightened systems also include measurement of patient attendance and drop-out,
scheduling of follow-up appointments, and referrals. Rarely do systems actually monitor
patient clinical outcomes, improvements in functioning, or the specific details of clinical
practice (e.g., treatment fidelity monitoring) to ascertain whether EBPs are being used or used
appropriately. Thus, frontline clinicians, facility directors, and system administrators are rarely
held accountable for using EBPs. Without such accountability, large scale adoption of EBPs
of any sort, let alone ones related to PTSD, is unlikely to develop fully.
Proposed strategies for disseminating EBPs for PTSD in public-sector
practice settings
A comprehensive, multi-pronged effort is required including efforts targeted at every level of
the public-sector organization: provider, facility, and system. Proposed strategies for
overcoming identified challenges are: set clear goals; nurture broad-based organizational
commitment and key stakeholder involvement; implement specialty training efforts to provide
information and change attitudes; provide on-going supervision; conduct fidelity monitoring;
and ensure accountability to the extent possible. In combination, these strategies support and
reinforce one another.
1. Set clear goals
It is important to set goals that are clear, specific, and that are at least somewhat realistic—and
to then communicate these goals effectively to relevant change-agents and key stakeholders.
These goals should be objectively measurable so that successes and/or failures in particular
domains can be tracked, and goals can be revised accordingly. For example, because the
empirical evidence for assessment of trauma and PTSD in 1999 was stronger than that for
Christopher Frueh et al. Page 5













treatment, and because assessment and diagnoses necessarily precede treatment, we prioritized
the recognition of PTSD among new patients via routine screening in patients. Our initial two-
year goal was to implement standardized screening procedures for 95% of new patients
evaluated in at least four community mental health centers across the state.
2. Nurture broad-based organizational commitment and key stakeholder involvement
Successful implementation of any new program within a public-sector setting requires broad-
based organizational commitment, including representation and “buy-in” from the full range
of key stakeholders, including patients whose voices can be powerful and persuasive. While
administrators, clinicians, and other stakeholders are committed to improving patient
outcomes, they must be convinced that proposed assessment procedures and interventions can
do so cost-effectively.
It is important to convince relevant stakeholders of the importance of addressing PTSD and
trauma-related symptoms. To accomplish this it may help to summarize recent data which
support the notion that psychotic disorders are conceptually consistent with diathesis-stressor
models of mental illness (Corcoran et al., 2003; Mueser, Rosenberg, Goodman, & Trumbetta,
2002; Shevlin, Dorahy, & Adamson, 2007; Walker & Diforio, 1997). The evidence supporting
a conclusion that psychosocial stressors play a critical role in the onset and relapse of psychotic
episodes in schizophrenia also suggests that ongoing anxiety and trauma-related symptoms are
likely to precipitate increases in symptoms or relapses in vulnerable individuals (Rosenberg et
al., 2007). Turkington et al. propose that the “high levels of arousal arising in posttraumatic
stress disorder often maintains and perpetuates psychotic symptoms. In these cases, CBT
approaches to posttraumatic stress disorder, including cognitive restructuring and reliving need
to be combined with CBT techniques for psychosis (Turkington et al., 2004, pg. 14).” Empirical
data can help demonstrate both the high prevalence of trauma and PTSD among patients with
SMI, as well as the availability of effective PTSD interventions for this population.
After obtaining stakeholder “buy-in,” empirical data should guide decisions regarding how
PTSD services will be implemented. However, these decision rules should be somewhat
flexible to ensure the intervention is appropriate and sensitive to the needs of both patients and
providers within a particular facility. Similar to a “bottom-up” approach, provider feedback
and concerns regarding the intervention should be solicited and appropriately addressed. Such
feedback could alter aspects of the intervention but will ultimately increase the likelihood that
the intervention will be successful by promoting a sense of ownership and collaboration among
providers (Sullivan et al., 2005).
Stakeholders and administrators must also acknowledge that clinicians need training time and
resources, on-going clinical supervision, and fidelity monitoring efforts to effectively
implement PTSD services. Further, accountability and incentives within the system will be
needed to reinforce such efforts. Without appropriate resources, incentives, and accountability,
delivering mandated interventions may be viewed as onerous, only adding to a provider’s
caseload burden and job-related stress. Thus, involvement of key stakeholders and commitment
at multiple organizational levels is necessary for the successful implementation of the multi-
pronged efforts required to successfully disseminate EBPs.
3. Implement specialty training efforts to provide information and change attitudes
Clearly, there is need for additional specialty training and clinical supervision to help clinicians
keep up with advances in the PTSD field and address identified knowledge deficits (Frueh et
al., 2001; Frueh et al., 2006; Hanson et al., 2002). Available empirical data can be used to
persuade stakeholders to accept the need for developing or changing PTSD-related clinical
practices, and to provide direction on how those practices might be structured. For example,
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introducing specific measures or treatment manuals that are relatively user friendly and
providing resources and instruction on their use can be extremely helpful to well-intentioned
clinicians who want to change their practice but are unsure of where to begin. It is also important
to include relevant case vignettes and other instructional materials that are tailored to specific
audiences. Further, the use of multi-channel approaches to clarify and reinforce key points over
time is important to facilitate and consolidate learning. These can include video, distance
learning or videoconferences, websites, readings, didactic presentations, role-modeling, and
opportunities to practice and role-play. It may even be helpful to invite patients to discuss their
relevant experiences and perceptions. In combination, these training efforts can help to increase
knowledge, expand skill sets, dispel common trauma myths, and more generally “demystify”
trauma. At the same time, it is important not to go beyond the available data, inflate the impact
of trauma exposure, or “oversell” the efficacy of available treatments.
4. Provide on-going supervision and peer-review
It is not sufficient to merely provide education and training to clinicians. On-going clinical
supervision is an essential component of effective dissemination efforts (Corrigan, Steiner,
McCracken, Blaser, & Barr, 2001; Torrey et al., 2001), and is likely to be especially critical to
helping relatively inexperienced, reluctant, or fearful clinicians work with trauma survivors
suffering PTSD and SMI. The broader dissemination literature suggests that single or
compressed training sessions in public-sector settings seldom result in meaningful or lasting
changes. Furthermore, data from providers who treat patients with SMI indicates that they
actually prefer to receive their training over time through ongoing supervision and other
activities (Torrey et al., 2001). Due to high caseloads and standards for contact hours, however,
few clinicians are in environments that include “clinical” supervision. Instead, supervision
often consists of checking-in and receiving updates on administrative issues. Therefore, this
component should also include teaching supervisory staff how to provide clinical supervision
and “leaders” should be identified to ensure accountability. If clinical supervisors are
unavailable, distance learning techniques such as web based tutorials and supervision via
teleconference technology may be effective and efficient (Rosenberg & Rosenberg, 2006)
5. Conduct fidelity monitoring
It has long been recognized that fidelity monitoring is essential to ensure effective long-term
implementation of EBPs (e.g., Backer, Liberman, & Kuehnel, 1986; McGrew, Bond, Dietzen,
& Salyers, 1994). Without such monitoring, protocol deviations inevitably occur, including
the introduction of theoretically incompatible or inert/unsupported treatment strategies. For
example, we found that clinicians being trained in the use of cognitive-behavioral treatment
for PTSD were often tempted to fall back on “old habits” (e.g., avoiding discussion of trauma
exposure details or PTSD symptoms) or to use elements of other PTSD interventions they
learned about (e.g., “trust exercises,” “journaling”). However, fidelity efforts will be most
effective if they are relatively quick, user-friendly, and cost-efficient (Schoenwald &
Henggeler, 2003). Strategies could include checklists to ensure session content areas were
covered, peer-review, and formal supervision in group or individual format, which includes
review of audio or videotaped sessions.
6. Ensure accountability to the extent possible
The final, and perhaps most difficult to implement, component of dissemination is
accountability at all levels of the organization. Once an organization has made the decision to
change, has implemented new procedures and services, and clinicians are trained and prepared
to implement PTSD-related EBPs, accountability is what keeps the engine on the tracks. Two
pieces are critical to introducing practice accountability: (1) developing familiarity and comfort
with ongoing assessment of protocol adherence (e.g., fidelity monitoring) and clinical
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outcomes, which can be used to help ensure accountability; and (2) dedicated ongoing
supervision and fidelity monitoring to help address problems with client progress and success.
Further, strategies must be developed to incorporate goal-obtainment accountability at
provider, facility, and system levels. This should include both incentives for success; and
feedback, guidance, and ultimately consequences if goals are not met. Quite frankly, this may
be the most difficult challenge to surmount in publicly-funded agencies, and requires
committed and creative leadership throughout the system.
Conclusions
Implementation of EBPs is critical to improving patient outcomes, yet is widely lacking in
public-sector clinics (Drake et al., 2001), especially with regard to PTSD and trauma-related
services (Frueh et al., 2001; Rosenberg et al., 2001) for which assessment procedures and
treatments do exist. Thus, it is past time that public-sector systems begin to align their clinical
services with the available empirical data on trauma exposure and PTSD among adults with
SMI and the literature on the assessment and treatment of PTSD. As Schoenwald & Hoagwood
(2001) noted, the “process of moving efficacious treatments to usual-care settings is complex
and may require adaptations of treatments, settings, and service systems (p. 1196).” Above we
have outlined challenges to implementing EBPs for PTSD in public-sector practice settings
and proposed strategies for surmounting these challenges, which include efforts at every level
of the organization: provider, facility, and system.
Through an extensive dissemination effort in South Carolina, standardized trauma history and
PTSD screening are now conducted in 12 of 17 community mental health centers across the
state (Cusack et al., 2007). Further, we implemented efforts to train and supervise clinicians
in cognitive behavioral treatment of PTSD in adults with SMI. Such efforts resulted in the
development of clinical services for trauma survivors in at least four community mental health
centers. Unfortunately, we did not fully resolve the challenge of ensuring accountability. By
including patient representatives in every aspect of our efforts, we maintained high visibility
within the system and moderate accountability to an important constituent group. However,
specific incentives and contingencies were not formally introduced for goal-obtainment at any
level on a scale large enough to truly facilitate widespread practice accountability.
These and other related efforts are still in progress and much work remains to be done, in South
Carolina and most other public-sector systems. Additionally, there is urgent need to (1) enhance
the empirical database on EBPs for PTSD in this population, including randomized clinical
trials of interventions; (2) conduct and systematically evaluate related dissemination strategies
and outcomes; (3) expand the empirical database on EBPs and dissemination efforts for PTSD
in other highly vulnerable populations (e.g., prisoners, veterans, low-income females, children,
persons with substance abuse disorders); (4) examine and initiate widespread change efforts
related to mental health practices in public-sector agencies; and (5) incorporate changes to
graduate and medical training curriculums to reflect the advances in EBPs for PTSD in adults
with SMI.
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